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Background: Problem drinking has been identified as a major risk factor for physical intimate partner violence
(PIPV) in many studies. However, few studies have been carried on the subject in developing countries and even
fewer have a nationwide perspective. This paper assesses the patterns and levels of PIPV against women and its
association with problem drinking of their sexual partners in a nationwide survey in Uganda.
Methods: The data came from the women’s dataset in the Uganda Demographic and Health Survey of 2006.
Problem drinking among sexual partners was defined by women’s reports that their partner got drunk sometimes
or often and served as the main independent variable while experience of PIPV by the women was the main
dependent variable. In another aspect problem drinking was treated an ordinal variable with levels ranging from
not drinking to getting drunk often. A woman was classified as experiencing PIPV if her partner pushed or shook
her; threw something at her; slapped her; pushed her with a fist or a harmful object; kicked or dragged her, tried to
strangle or burn her; threatened/attacked her with a knife/gun or other weapon. General chi-square and chi-square
for trend analyses were used to assess the significance of the relationship between PIPV and problem drinking.
Multivariate analysis was applied to establish the significance of the relationship of the two after controlling for key
independent factors.
Results: Results show that 48% of the women had experienced PIPV while 49.5% reported that their partners got
drunk at least sometimes. The prevalence of both PIPV and problem drinking significantly varied by age group,
education level, wealth status, and region and to a less extent by occupation, type of residence, education level
and occupation of the partner. Women whose partners got drunk often were 6 times more likely to report PIPV
(95% CI: 4.6-8.3) compared to those whose partners never drank alcohol. The higher the education level of the
women the less the likelihood of experiencing PIPV (ptrend< 0.001). Similar relationship was found between wealth
status and experiencing PIPV.
Conclusions: Problem drinking among male partners is a strong determinant of PIPV among women in Uganda.
PIPV prevention measures should address reduction of problem drinking among men. Longerterm prevention
measures should address empowerment of women including ensuring higher education, employment and
increased income.
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Intimate partner violence (IPV) is a widespread form of
gender-based violence. IPV is commonly defined as vio-
lence by one adult perpetrated on another, both parties
being involved in an intimate relationship as a spouse or
sexual partner [1]. IPV includes acts of physical aggres-
sion, psychological abuse, forced sexual intercourse, or
any other controlling behavior [2]. Both men and
women suffer from IPV but most of the cases are com-
mitted by men against women [3]. Women are more
likely to be repeat victims of IPV and they are more
likely to experience more severe forms of IPV than men
[4]. The United Nations (UN) regards violence against
women as a human rights concern and public policy
issue [5] while the World Health Organization (WHO)
regards it as an important public health problem [6].
IPV has a direct impact on women’s health [7,8] and
child health [9], and accounts for a significant number
of deaths among women. Studies from a range of coun-
tries show that 40–70% of female murder victims were
killed by their husband or boyfriend [6]. Worldwide, evi-
dence suggests that alcohol is closely associated with oc-
currence of IPV [2]. The major focus of this paper is
problem drinking. Although this has several definitions
and may be subjective, for the purpose of this paper
problem drinking is defined as having gotten drunk
“sometimes” or “often” versus not having gotten drunk
[10]. In another aspect problem drinking is compared
with not drinking alcohol.
Compared to other forms of IPV it is easier to meas-
ure physical intimate partner violence (PIPV) and com-
pare this between countries since more work has been
done with this construct compared to other forms of
IPV. Another challenge with using alternative definitions
of IPV, such as those that include sexual violence, is that
these have more varying definitions and hence system-
atic comparative data across countries are less available
[11]. Therefore, the concern of this paper is PIPV, the
physical form of IPV. Relatively little work has been
done in Uganda and in the East African region in rela-
tion to the association between alcohol consumption
and PIPV against women.
Alcohol consumption reduces self control and affects
cognitive and physical functioning which reduces the
ability of an individual to negotiate non-violent conflict
resolution [12]. Alcohol consumption has been found to
increase the occurrence and severity of domestic vio-
lence [13]. In addition, alcohol consumption by partners
may cause financial problems, aggressive behaviour,
childcare problems and other related problems which
can lead to violence against women [14-16]. A study in
the USA found that 30 to 40% of the men and 27 to 34%
of the women who perpetrated violence against their
partners were taking alcohol at the time of the event[17]. A multi-country study in Chile, India, Egypt and
the Philippines identified regular alcohol consumption
by the partner as a risk factor for any life time PIPV
against women across the four countries [18]. A study in
the UK found that 32% of IPV related events in UK
occurred when the perpetrator was under the influence
of alcohol [4]. A study in India found that excessive
drinking predicted partner violence (OR= 28.7; 95% CI
11.5–71.7) [19].
Detailed analysis in several studies has found that it is
problem drinking that contributes most to PIPV rather
than just drinking alcohol [2,19]. A study among bat-
tered women in UK found that 52% of offending males
were described as frequently drunk while 22% had epi-
sodes of heavy drinking [20]. A study of injured women
in the USA found that 65% of those injured by partners
had partners with alcohol abuse problems [21]. Problem
drinking significantly predicted perpetration of PIPV
among cohabitees in a US study even after controlling
for gender roles and other risk factors [22]. Thus sug-
gesting that the higher the level of alcohol consumption
the higher the likelihood of PIPV perpetrated by males
towards females [23]. Another study found that among
women attending emergency services the higher the
level of alcohol abuse by their [14]partners, the greater
the likelihood that injuries were due to IPV [21].
Apart from problem drinking, many other factors are
recognized as contributing to PIPV. Some of these fac-
tors include poverty, lack of women’s empowerment
[24], urban residence and poor involvement in decision
making [25], young age, low education and unemploy-
ment [26] being single or divorced/separated [27]. These
factors need to be considered when studying the rela-
tionship between problem drinking and PIPV.
Levels of PIPV vary widely across countries but they
tend to be higher in developed than developing coun-
tries. A multi-country study commissioned by WHO
and conducted from 2000 to 2003 found that the life-
time prevalence of PIPV ranged from 13% in Japan to
61% in Peru. In the same study Tanzania, which neigh-
bours Uganda, had a PIPV prevalence of 47% [28]. In a
survey of 24,000 women in Canada only 7% reported
having been victims of PIPV in the previous 5 years [29].
A national study in the USA showed that 23% of the
black couples, 11.5% of the white couples, and 17% of
the Hispanic couples reported an event of male-to-
female partner violence in the previous 12 months [17].
However, comparison of PIPV between countries has to
be done cautiously because definitions of PIPV vary by
country and studies [2]. The best comparison is offered
in multi-country studies [2].
Uganda has high per capita alcohol consumption and
high prevalence of PIPV. In 2004 Uganda had the high-
est per capita alcohol consumption in the world with an
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2011, Uganda still had the second highest per capita al-
cohol (11.93 l) consumption in Africa and was rated 28th
in the world [31]. A study in 2003 found that the preva-
lence of alcohol consumption was 55% among men and
40% among women [32]. In the previous 12 months,
59% of male drinkers and 23% of female drinkers had
taken at least 5 drinks on a single day [32]. Regarding
PIPV, a study in two Ugandan districts found that 41%
of women had been beaten or harmed by a partner [33].
According to the 2006 Uganda Demographic and
Health Survey (UDHS), 48% of ever-married women
experienced physical violence by their partners, and this
proportion was much higher than that of physical vio-
lence against men (20%) [34]. Given the reported rela-
tionship between alcohol consumption and PIPV in
many studies, it is important to determine the patterns
and strength of the relationship in a country with high
prevalence of both heavy alcohol intake among men and
PIPV experienced by women. Some studies in Uganda
have already attributed high frequent occurrences of
PIPV to high alcohol consumption [35,36] but the evi-
dence to date was based on small sample studies. Phys-
ical violence against men is a problem but the violence
against women is more prevalent and more severe in the
country, and for this reason this paper is focused on
PIPV against women.
Much is known about factors associated with PIPV
and alcohol consumption but relatively less is known
about the association between problem drinking and
PIPV in developing countries, especially in Africa. Fur-
thermore, most of the few studies carried out in Africa
have not had a nationwide perspective. This paper pre-
sents the prevalence of PIPV committed against women
and the prevalence of problem drinking among their




The data analyzed for this paper came from the women’s
data set of the Uganda Demographic and Health Survey
(UDHS) of 2006, conducted by Macro International, Inc.
and the Uganda Bureau of Statistics (UBOS). The data
set is openly available. The sample for the survey was
drawn using a two-stage cluster sampling technique
where the Primary Sampling Unit (PSU) was an Enu-
meration Area (EA) demarcated from the 2002 national
census. In the first stage 368 PSUs were randomly
selected using Probability Proportional to Size (PPS)
from EAs listed by district and rural/urban residence.
The same list of EAs had been used in the 2005 national
household survey [37]. In the second stage 25–30 house-
holds were randomly selected from each of the EA usingsystematic sampling technique. The data collection was
through face-to-face interviews. A more detailed de-
scription of the survey methods can be obtained from
the 2006 UDHS published report [34].
The UDHS survey reached 8,531 women aged 15–49
but only 2,087 (24.5%) were randomly selected for the
interview on domestic violence while 1,748 (20.5%) were
asked questions specifically on violence against them by
their male sexual partners (spouses or other sexual part-
ners). Only 1,743 of the 1748 provided answers to ques-
tions on both PIPV and alcohol consumption. Computation
of the prevalence of PIPV and significance testing of its
variation by different background characteristics were based
on weighted data. The overall eligible women response rate
of the survey was 95% [34].
Measures
PIPV referred to events when a male partner to the re-
spondent did any of the following in previous 12 months
to the respondent: pushed, shook or threw something at
her, slapped, punched with fist or with something harm-
ful that could hurt her, kicked or dragged or beat her,
tried or actually choked or burnt her on purpose, threa-
tened or attacked her with a knife/gun or other weapon
[34]. While important, sexual and emotional violence are
not considered in this paper. The definition of PIPV
used in this study is similar to that used in the recent
WHO study [38].
The UDHS survey probed alcohol consumption of
each woman’s partner including whether her partner
drank alcohol and, if he did, how often he got drunk.
Answers to the two questions were used to create a new
drinking variable with the following categories: i) does
not drink ii) drinks but never gets drunk iii) gets drunk
sometimes iv) gets drunk very often. For defining the
prevalence of problem drinking the variable was dichot-
omized: ever got drunk versus never drank or drank but
did not get drank.
The dependent variable was experience of PIPV by the
respondent while the key independent variable was prob-
lem drinking of the male partner. Independent variables
investigated for moderating effects of the relationship be-
tween PIPV and problem drinking were age group of the
women, their marital status, participation in decision mak-
ing at home, religion, region, type of residence (rural/
urban), education level, occupation, wealth quintile, age
difference with partner, education level of the partner and
occupation of the partner. The regions are Central, Kam-
pala city, Eastern, Northern and Western Uganda. The
wealth quintiles were developed for all women using
household assets, services, and amenities [39]. To assess
women’s decision making autonomy, information was
sought on women’s participation in four different types of
household decisions: On the respondent’s own health care,
Table 1 Prevalence of PIPV against women and problem drinking
Variable PIPV Partner gets drunk
Freq (%) Weighted
totala




15–24 183 (42.9) 426 191 (39.9) 478
25–34 311 (51.1) 610 0.003 378 (52.4) 720 <0.001
35–44 208 (50.2) 414 (0.02 trend) 225 (54.9) 411 (<0.001 trend)
45+ 65 (44.7) 146 64 (51.1) 132
Education level
None 180 (48.2) 372 <0.001 242 (59.5) 408
Primary 526 (52.5) 1002 (<0.001 trend) 522 (48.3) 1083 <0.001
Secondary 54 (30.3) 179 82 (39.8) 205
Tertiary 8 (19.3) 43 14 (31.6) 45
Residence
Urban 76 (33.6) 227 <0.001 101 (39.6) 254 <0.001
Rural 692 (50.5) 1369 760 (51.1) 1487
Marital status
Married 487(48.0) 1016 547 (48.7) 1124
Living together 129 (44.9) 286 0.02 155 (45.6) 341
Widowed/divorced 40 (39.9) 100 60 (54.8) 109 0.005
Not living together 112 (57.8) 194 99 (59.3) 167
Unilaterally/jointly madeb
0–1 decisions 187 (47.9) 392 196 (44.3) 443
2–4 decisions 428 (47.0) 911 0.63 506 (49.5) 1021 0.09
Region
Central 114 (38.7) 295 157 (44.0) 357
Kampala 32 (29.8) 108 <0.001 36 (29.4) 124
Eastern 210 (55.9) 375 184 (46.0) 400 <0.001
Northern 171 (50.8) 336 248 (64.5) 385
Western 241 (50.2) 482 235 (49.5) 475
Religion
Catholic 348 (50.3) 691 461 (60.5) 762
Protestant 265 (50.9) 521 <0.001 308 (53.9) 572 <0.001
Muslim 58 (35.3) 163 24 (13.5) 179
Other 97 (44.1) 221 67 (29.6) 228
Occupation
None 31 (30.8) 99 44 (34.2) 129
Professional/clerical 14 (26.9) 53 17 (31.4) 54
Sales 47 (37.4) 126 64 (43.7) 147
Agriculture-self employed 559 (50.9) 1097 <0.001 608 (51.5) 1181 <0.001
Manual 47 (52.0) 90 50 (54.1) 92
Others (agric/domestic/services) 69 (53.6) 131 73 (56.4) 138
Wealth status
Poorest 171 (54.0) 300 237 (67.5) 352
Poorer 177 (56.0) 316 188 (50.4) 373
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Table 1 Prevalence of PIPV against women and problem drinking (Continued)
Middle 165 (49.3) 334 <0.001 167 (50.6) 331 <0.001
Richer 155 (47.0) 329 (<0.001 trend) 150 (43.8) 342
Richest 101 (31.7) 317 118 (34.5) 343
Education level of partner
None 76 (52.3) 146 116 (67.9) 170
Primary 484 (51.4) 941 523 (50.7) 1032 <0.001
Secondary 156 (45.3) 344 <0.001 159 (43.6) 364
Tertiary 34 (29.9) 113 (<0.001 trend) 39(33.0) 118
Don’t Know/missing 18 (34.8) 52 25 (44.1) 57
Occupation of partner
Professional/clerical 47 (34.0) 137 56 (39.0) 145
Sales 75 (43.6) 172 0.007 89 (46.8) 189
Agriculture-self employed 431 (51.9) 829 481 (53.5) 900 <0.001
Manual 135 (45.1) 300 133 (41.3) 322
Others (agric/domestic/services) 80 (50.9) 158 102 (55.2) 185
Age difference with partnerb
Respondent Younger/same age 52 (49.2) 107 63 (52.4) 121
1–4 231 (49.6) 466 0.28 246 (46.7) 526 0.29
5–9 193 (45.4) 426 216 (45.2) 478
10+ 139 (46.1) 301 175 (51.7) 339
All 768(48.1) 1596 861 (49.5) 1741
aPIPV has special sample weights while drunkenness uses general sample weights.
bFor only those who were married or were in a relationship at the time of the survey.
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hold purchases for daily needs, and on visiting her family
or relatives. A woman had fair autonomy or participation
in decision making if she unilaterally or jointly with her
partner made decisions on at least 2 of the 4 items. Her
participation in decision making was regarded as low if
she did not make any unilateral or joint decision with her
partner on any of the four items or the decision was made
on only one item. The age group of the women was cate-
gorised in 5 year age groups while the difference in age
with their partners was grouped as i) partner same age or
younger ii) 1–4 years older iii) 5–9 years older iv) 10+
older. The 5 year age group categorisation was meant to
allow for ease of comparison with previous studies.
Analysis strategy
Data analysis was carried out using STATA V10 and it
started with general description of the sample in terms
of socio-demographic characteristics. The prevalence of
problem drinking was computed using the general sam-
pling weights while that of PIPV was computed using
special partner violence weights. Both weights were pro-
vided in the data set. The chi-square test of significance
was applied to assess the significance of the variation in
the proportions.The next stage of analysis involved multivariate logistic
regression of the relationship between PIPV and prob-
lem drinking. Here the four level problem drinking vari-
able was used in order to assess the effects of each level
of problem drinking on PIPV. Both unadjusted and
adjusted odds ratios for being a victim of PIPV are pre-
sented together with their 95% confidence intervals.
Multivariate backward elimination criteria was applied
with inclusion criteria of p<=0.1 for variables from the
bivariate analysis. The p-value of 0.1 is midway between
the more inclusive criteria of 0.2 and less inclusive cri-
teria of 0.05. Variables were excluded from the models
depending on the contribution to goodness of fit of the
models [39] and Wald’s test p-value [40]. The potential
for the listed independent variables to modify the rela-
tionship between problem drinking and PIPV was tested
by adding interaction terms one at a time and testing
their significance using the Wald’s test.
Results
Characteristics of the women
Most of the women were of young or middle age with
69% (1,198) under 35 years. Twenty three percent (408)
had not attained any formal education while only 14%
(250) had attained secondary education (Table 1). Eighty
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Eighty four percent (1,465) were either married or living
together with their partners. Women’s level of participa-
tion in decision making at home was fair as 70% (1021)
had either unilaterally or jointly made 2 to 4 decisions
with their partners on issues concerning health care,
large household purchases, purchases for daily needs and
visiting family and relatives. Each of the four geograph-
ical regions of the country contributed substantially to
the sample but the central region which includes Kam-
pala city contributed highest (28%) number of women.
Most of the women (77%) were Christians. Sixty eight
percent (1,181) of the women were engaged in agricul-
ture or were self employed. Regarding economic status
the women were categorized by wealth quintile. The
medium wealth quintile had the smallest number of
women (331) while the second poorest quintile had the
largest number of women (373).
The partners of the women were more educated and
less engaged in agriculture or self employment compared
to them. Only 9% (146) of the women reported that their
partners were uneducated while 29% (457) said their
partners attained at least secondary education. Fifty two
percent of the women (829) said their partners were
engaged in agriculture or were self employed.
Regarding age difference with their partners, 36% of
the women reported that their partners were 1–4 years
older than them, 33% being 5–9 years older and 23% 10
or more years older.
Prevalence of drunkenness and PIPV
The overall prevalence of PIPV was 48%. PIPV varied
significantly by age group of the women (p = 0.003), edu-
cation level, (p< 0.001), residence (p< 0.001), marital
status (p = 0.01), region (p< 0.001), religion (p< 0.001),
occupation (p< 0.001), wealth status (p< 0.001), educa-
tion level of the partner (p< 0.001) and occupation of
the partner (p = 0.007) (Table 1). PIPV was most fre-
quently reported among women aged 35–44 years, who
did not have any formal education, resided in rural
areas, did not live with their partners, lived in eastern re-
gion of the country, were Christians, engaged in manual
labour, were the poorest, had partners who were engaged
in agriculture/self employed and had partners who had
not attained more than primary level of education. On
average the older the women, the higher the likelihood
of having experienced PIPV (ptrend = 0.02) and, the
higher the education level of the women the less the
likelihood of having experienced PIPV (ptrend< 0.001).
Similarly, the higher the wealth status of the women the
less the likelihood of having experienced PIPV (ptrend
< 0.001). The prevalence of PIPV among the women did
not significantly vary by participation in decision making
and age difference with their partners.Fifty six percent of the women reported that their part-
ners drank alcohol. The proportion of women who
reported that their partners got drunk was 49.5% and this
represented 88% of those whose partners drank alcohol
(56.0%). The levels and demographic patterns of PIPV
were similar to those of problem drinking. Like PIPV the
level of problem drinking significantly varied by age
group (p< 0.001), educational level (p = 0.001), residence
(p< 0.001), region (p< 0.001), religion (p< 0.001), occu-
pation (p = 0.001), wealth status (p< 0.001), education
level and occupation of partner (p< 0.001). The propor-
tion of women who reported that their partners got
drunk was lowest (42%) among those aged 15–24 but
rose to 52% in next age group. The older the women the
higher the likelihood of having a partner that got drunk
(ptrend< 0.001). The higher the education level of a
woman the lower the likelihood of having a partner who
got drunk (ptrend< 0.001). Similarly, the wealthier the
household of a woman the lower the likelihood of having
a partner who got drunk. The problem drinking of the
partners was most commonly reported by women from
rural areas, from the western region, Catholics, those
employed in manual labour, the poorest and those whose
partners were in agriculture and self employed. The pro-
portion of women whose partners got drunk did not sig-
nificantly vary by participation in decision making and
age difference with their partners.
IPV and problem drinking
Table 2 shows results from bivariate and multivariate lo-
gistic regression analyses. The women whose partners
drunk often were 6 times more likely to be victims of
PIPV compared to those whose partners never drank al-
cohol (OR: 1.50-7.88). Those women whose partners got
drunk only sometimes were 2.5 times more likely to be
victims of PIPV compared to those whose partners never
drank alcohol (OR: 1.99–3.15). There was no significant
difference in likelihood of being a victim of PIPV be-
tween those whose partners never drank alcohol and
those whose partners drank alcohol but did not get
drunk. A chisquare test for trend of the proportion of
the victims of PIPV by frequency of drunkenness of the
partners was significant at 5% level (ptrend< 0.001).
The relationship between problem drinking of the
women’s partner and likelihood of experiencing PIPV
remained strong after controlling for age group, region
and wealth status. In terms of contribution to the overall
significance of the model problem drinking contributed
most (p< 0.001) compared to age group (p = 0.15),
wealth (p = 0.016) and region (p = 0.002). Education also
contributed highly (p< 0.001) but had a lower chi-
square value (23) compared with problem drinking (166)
for the same degrees of freedom (3). Therefore, problem
drinking was the strongest correlate of PIPV. The
Table 2 Unadjusted and adjusted Odds ratios for experience of PIPV by different characteristics
Unadjusted Adjusted1 Wald’s test:
Variable OR 95%CI OR 95%CI Chi-sq p-values
Problem drinking (base =never)
Drinks but doesn’t get drunk 0.94 0.61–1.46 1.00 0.64–1.57 Chi-sq = 160 df = 3
Sometimes 2.50 1.99–3.15*** 2.56 2.01–3.26*** <0.001
Often 6.00 4.50–7.88*** 5.94 4.43–7.97***
Age group (base = 15–24)
25–34 1.50 1.19–1.90** 1.32 1.03–1.70* Chi-sq = 5 df = 3
35–44 1.53 1.17–2.00** 1.25 0.93–1.66 0.15








Living together 0.75 0.59–0.96*
Widowed/divorced 0.92 0.62–1.37
Not living together 1.41 1.00–1.98*
Region (base Central)
Kampala 0.76 0.50–1.16 1.24 0.77–2.02 Chi-sq = 17 df = 4
Eastern 1.82 1.36–2.46*** 1.73 1.25–2.41** 0.002
Northern 1.58 1.19–2.09** 1.03 0.73–1.45











Poorer 0.89 0.67–1.18 1.11 0.81–1.51 Ch-sq = 12 df = 4
Middle 0.80 0.60–1.08 0.92 0.65–1.32 0.016
Richer 0.82 0.61–1.10 1.05 0.74–1.50
Richest 0.41 0.30–0.55*** 0.60 0.40–0.89*
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Table 2 Unadjusted and adjusted Odds ratios for experience of PIPV by different characteristics (Continued)
Occupation of partner (base =Prof/clerical)
Sales 1.51 0.96–2.36
Agriculture-self employed 1.89 1.31–2.74**
Manual 1.36 0.90–2.06
Others (agric/domestic/services) 1.54 0.98–2.42
Fitness of model
% of observations correctly classified 65%
Pearson’s Goodness of fit test p-value 0.72
NB: When education replaced wealth status in final model it had chi.sq of 23 with a p< 0.001.
1Adjusted Odds ratios were derived from a final multivariate model. Several variables that were not significant were eliminated from the model.
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remained virtually the same. The model fitted well with
Pearson’s chi-square test p-value of 0.72 which was
greater than 0.05 expected of well fitting models [41].
Education attainment was also significant but was not
included in the same model with wealth status because
they were both highly correlated. Interaction terms for
problem drinking and each of the significant variables
were not significant (age group, p = 0.71; region, p = 0.95;
wealth status, p = 0.15; and education, p = 0.20). This
shows that the strength of the correlation between prob-
lem drinking and PIPV did not significantly vary by
levels of age group, region, wealth status and education
status of the women.
Discussion
The results showed that the population prevalence rates
of PIPV against women in Uganda and problem drinking
of their partners are quite high (PIPV-48%, problem
drinking-49.5%). The level of PIPV against women is
higher than the levels reported for the USA (11.5%
among whites, 23% blacks, and 17% Hispanic couples),
Canada (7%) and Japan (13%) [17,29,38]. However, the
findings concur with earlier surveys in Uganda [35,36].
It is not surprising that the level of PIPV against women
in Uganda is nearly the same as that for Tanzania (47%)
[38] because it is a neighbouring country with nearly
similar cultural, economic and demographic make-up.
The findings about problem drinking, and particularly
getting drunk, being the strongest predictor of PIPV
among those factors investigated (and with potentially
confounding influences controlled) are similar to those
in previous studies in the UK and the USA [20,21]. The
World Health Organization (WHO) already recognizes
problem drinking as a determinant of PIPV and advises
countries to reduce access and harmful use of alcohol
[42]. Other studies have also strongly attributed PIPV to
problem drinking with some showing that it contributes
over 40% of the severe violence [17,43].
The findings indicate that PIPV may not have much
relationship with the male partner’s simple consumptionof alcohol or not but rather his pattern, his pattern of
consumption, ever being drank and especially often
being so, that is the occurrence and frequency of drunk-
enness. The proportion of men that drinks alcohol in
Uganda is much lower than that of many developed
countries but a considerable proportion of drinkers (al-
most nine out of ten) is reported by their spouses to be
occasionally drunk. For example 88% of men take alco-
hol in the UK [44] as opposed to 55% of men in Uganda
[32]. However, 59% of those who drink in UK get drunk
[45] compared to 88% among the Ugandan men who
drink alcohol. The level of PIPV in Uganda is also much
higher than that in developed countries. The level of
PIPV in UK is 28% while in Uganda it is 48% [34]. Peru,
Ethiopia, Zambia, and Tanzania also have high levels of
PIPV but they are among countries with lowest per
capita alcohol consumption [31,46]. A country’s pattern
of heavy drinking may not be predictive of likelihood of
PIPV but in some countries such as Uganda it is highly
predictive.
The high proportion of individuals who drink alcohol in
UK, with relatively lower rates of PIPV is probably due to
a lower proportion of men who get drunk among those
who consume alcohol. Our findings show similar levels of
PIPV among men who do not drink and those who drink
but do not get drunk. This study has further shown that
drinking that leads to obvious intoxication that a spouse
might detect and report, can be dangerous. This indicates
that governments can mitigate the PIPV problem by fo-
cusing more on reduction of problem drinking rather than
completely stopping people from drinking, which would
be a tougher task. This is also in line with WHO advice
on reducing PIPV through moderating alcohol consump-
tion [2]. Most of the Ugandan drinkers take alcohol in
bars (69%) [32], which provides an opportunity for regula-
tion of drinking hours and selling of alcohol to people
who are visibly getting intoxicated. This can be difficult
but there have been some successful interventions. A re-
view of ten studies found that policies that reduced on-
premises drinking hours by 2 h or more significantly
reduced harmful use of alcohol [47]. During the reign of
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drinking through banning of consumption of alcohol dur-
ing working hours [48,49] but this was enforced by arrests
and other means of terror that may not work in current
modern society. However it shows that government inter-
vention may have an impact. Further reduction in PIPV
may also require addressing other concomitant factors
such as women education and empowerment which are
highlighted in these findings.
Most of the independent factors examined for a rela-
tionship with PIPV were found significant but none mod-
erated the relationship between PIPV and problem
drinking of the sexual partners of the women. The
strength of the relation between problem drinking and
PIPV did not even change by different levels of signifi-
cant correlates of PIPV like age group, region, wealth sta-
tus and education. This underlines the need for further
studies to identify factors that might substantially modify
the relationship between alcohol consumption and PIPV.
Findings of higher risk of PIPV among those with less
education attainment, low wealth status are consistent
with several studies [24-26]. Our descriptive results are
also in line with findings from a crossnational analysis of
PIPV in 40 countries which show that access to formal
education and paid employment can create important
gains in the worldwide efforts to reduce PIPV against
women by promoting women’s self-determination [50].
While most of the findings in this study are consistent
with some of the previous research done a few are in-
consistent. PIPV was more common in rural areas and
among older people but in research in other countries it
was found more common in urban areas [25] and
among younger people [26]. The lower levels of PIPV in
Kampala (the capital) and the central region compared
to other regions of Uganda can be explained by higher
wealth status level and more education attainment in
Kampala. The lower level of PIPV among Muslims and
other denominations of Christians (mostly evangelicals)
compared to Catholics and Protestants may be explained
by the lower level of alcohol consumption among these
religious groups.
Our study findings are subject to several limitations.
The information on male partners’ drinking habits and
PIPV was provided by the women, introducing the possi-
bility of self-report data errors and misclassification biases.
Classifying the frequency of drunkenness as often or
sometimes was also subjective lacking specific frequency-
in-time information. Nevertheless, we believe it to be a
noteworthy strength of the study that women, who bear
the largest burden of PIPV, and also experience the exter-
nalities associated with partners’ problem drinking, which
they can observe, are the source of the reports.
Secondly, the period in which PIPV and problem
drinking occurred may have involved different timeperiods depending on length of the relationship of the
respondent and her partner. This brings with it potential
for recall bias, which could in future be better addressed
by adding queries of the timing between PIPV and prob-
lem drinking. Being based on a cross-sectional self-report
survey, it is inherently difficult to tell whether PIPV
started after problem drinking or it was the reverse, or
that both occurred in approximately the same period.
However, this study highlights associations between
problem drinking and IPV as well as estimating the influ-
ences of women’s education, their empowerment, their
partners’ education and their socio-economic status in
mitigating this harm. These findings have importance for
informing interventions for IPV in Uganda and else-
where, and can help to generate hypotheses regarding
PIPV and alcohol consumption to motivate and sharpen
the focus of further research efforts.
Conclusions
The prevalence of reported PIPV among women and
problem drinking among their partners are relatively
high in Uganda. There is a very strong association be-
tween experience of PIPV among women and problem
drinking of their partners. The more often men get drunk
the more they are likely to inflict PIPV against their
spouses.
Besides problem drinking lower education attainment,
low wealth status, higher age group and region are cor-
related with PIPV. Although results are cross-sectional
and causality cannot be established, results are consist-
ent with the notion that increasing education levels of
women and their partners would have the potential to
reduce exposure to PIPV. Similarly, increasing wealth or
socio-economic status of women in general might re-
duce the risk of PIPV.
Among the strengths of this study are that the sur-
vey provided nationwide coverage and involved women
respondents who are most affected by PIPV. The sam-
ple size was large enough to allow reliable prevalence
estimation, and significance testing of demographic dif-
ferences in prevalence of PIPV and drunkenness. Fi-
nally, analysis of multivariate models that predict PIPV
and include problem drinking while controlling for
other important factors brings out the importance of
victimization, drunkenness, or problem drinking in
Uganda, an important African country because of its
high levels of both problem drinking and physical IPV.
More effort is required to reduce PIPV and problem
drinking in Uganda. Freedom from violence is a basic
human right, and policies to reduce physical intimate
partner violence (PIPV) need to incorporate strategies to
regulate heavy alcohol consumption among men as well
as improve education and empowerment of women.
Campaigns against PIPV should focus more on the older
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sing regional economic and social development. Add-
itional information for targeting PIPV prevention
programs are suggested because of elevated levels seen
among rural residents, Christians, and those employed
in manual labour and peasant farming. Examples of
related campaigns that have made a significant differ-
ence include the “raising voices” programme in Uganda
which used discussions on use of power to discourage
wife and child beating and the “we can” campaign of
Oxfam in Asia which significantly increased awareness
of gender equity and rejection of violence [51].
Future Demographic and Health surveys or other na-
tionwide surveys should add additional questions and
specific measures of heavy drinking, for example max-
imum amount consumed on any day and number of
drinks to feel drunk, as well as of circumstances sur-
rounding the intimate partner violence, so as to enable
more detailed analysis of alcohol consumption patterns
and their relationship with PIPV. More research should
be carried out to identify evidence-informed interven-
tions to mitigate problem drinking and PIPV.
Now that many studies have established an association
between alcohol use and PIPV there is a need for meta-
analysis and Cochrane reviews to provide more authori-
tative evidence on the relationship between the two.
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